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Introduction 


1. Every seventh person in the world is an Indian. India has a 
land area of about 3.3 million sq. kilometers and ranks second 
only to China in population, with an estimated 806.7 million 
people. With only 2.4% of the global area, the country holds 
nearly 15% of the world's population, over 20% of the share of 
all the developing countries. 


2. Since gaining its independence in 1947, considerable progress 
has been made in India in all spheres, including health status of 
the people. Smallpox has been eliminated; plague is no longer a 
problem; mortality from cholera and related diseases has 
decreased, and malaria has been brought under control to a 
considerable extent. The mortality rate per thousand people has 
been reduced from 27.4 to 11.1 and the life expectancy at birth 
has increased from 32.7 to over 58 years. A fairly extensive 
network of dispensaries, hospitals and institutions providing 
personnel, of various levels, has become available. Doctors and 
drug units are already in excess. 


3. In spite of all the progress made during the last four 
decades after independence, however, the health of the common 
Indian continues to be poor. Health and development has yet to 
reach the 76.3% of India's population which lives in villages. 
Although the death rate declined more or less steadily from 1970 
(15.7%) to 1981 (12.5%), the rural rate (13.7%) remains 
considerably higher than the urban rate (7.9%). Infant and 
maternal mortality rates are still very high, 95 and 5 per 
thousand live births respectively. The GNP per capita is low 
($300), with low levels of male (57%) and female (29%) literacy. 


4. Communicable diseases continue to be responsible for a 
substantial proportion of morbidity and about one-third of 
mortality in India. Even conservative estimates project the poor 
health of the average Indian. Half of the world's 20 million TB 
patients are in India. One-third of 12 million leprosy patients 
in the world are Indians. About 14 million suffer from 
filariasis. 80% of our children suffer from some degree of 
malnutrition. Diarrhoeal diseases afflict innumerable millions, 
killing at least 1.5 million every year. Each year we have 3 
million new cases of malaria, and a sizeable number of ng" bios 
malaria patients die of the disease. About el pene he oe iar 
are due to diseases for which immunizing agents are availa oan 
Nearly 56% of the deaths are preventable. HIV motets 108 xs ween 
latest addition to the already long List of wpa tee Sa rth: ae 
that take a heavy toll not only in terms of human suffer1 g ike 
also in economic and social loss. Non-communicable oe aad 
cardiovascular disorders, cancer, accidents, cpaneartcirtel nti ee 
disease, mental illness and diabetes are also epee aes +s crofile 
causes of morbidity and mortality in the changing hea 


of the country. 


5. Is the real picture of the health of the Indian people worse 
than what the available estimates show? A large volume of 
dispersed data on the incidence and prevalence of particular 
diseases in different parts of India does not easily lend itself 
to use as an indicator of the health status of the people. 
Hospital statistics present a partial picture, relating as they 
do to serious cases and to those who have access to medical 
facilities. All the same, some national estimates have been 
derived by extrapolating results of occasional studies, sample 
surveys and routine reports. 


6. Research in health has a long history in India. Most of the 
research activity, however, is confined to the Indian Council of 
Medical Research and its network of institutions. There is a 
dearth of research in medical colleges and teaching institutions 
as well as in the private and voluntary sectors. The main 
problems in promotion of meaningful research addressing the major 
health problems facing the country appear to relate to 
availability of properly trained research workers, selection of 
areas of research, its quality and utilization, improvement in 
research capability and attainment of indigenous self-reliance in 
essential research. 


7. The variations within the mosaic that is India are many, as 
evidenced, for example, by the stark contrast between the health 
status of the people of the state of Kerala and those of Bihar. 
The health and ill-health of the Indian population relate ina 
complex way to many factors, including geography, rural-urban 
differences, and economic, social and cultural factors. This 
diversity is reflected clearly in the political-administrative 
units -- 25 states and 7 union territories. 


I. 


A. Government and administrative structure 


1. Indian union is a Sovereign Democratic Republic with a 
Dae tae System of government based on adult suffrage. The 
a = PE be oe ales in terms of its written constitution which 
eens in nature. The President of India is the 

; itutional head, the real executive power having been vested 


zp re Council of Ministers, with the Prime Minister responsible 
o the Lok Sabha (House of the People). 


Sos? ae states, the Governor is the constitutional head 
Coll rere but the Council of Ministers with the Chief Minister, 
ectively responsible to the Legislative Assembly of the state 
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(Vidhan Sabha), really carries on the executive government. A 
system of local self-government, involving a 3~-tier structure at 
the village, block and district levels, is designed to bring 
about economic, social and cultural development of rural India. 
In big cities there are elected municipal corporations, and in 
medium-sized and small towns there are municipal councils or 
committees. 


3. Constitutionally, health is a "transferred subject" and the 
responsibility for implementation of all health programs rests 
with the state government. However, the Constitution lists 
spheres of responsibility for the center and the state 
governments in order to provide greater autonomy in health 
administration. 


B. Health Services: Organization and Resources 


1. In the post-independence period, an elaborate system for the 
delivery of health care services has been built up in India. This 
system consists of the structure of a health services 
organization, encompassing the Union, States, districts, and sub- 
district levels down to the village community, together with an 
extensive network of institutions for providing health services, 
for the training of health manpower, and for research. 


2. At the top of the hierarchial organization of health services 
are two advisory and policy formulating bodies -- the Central 
Council of Health and the Central Family Welfare Council, headed 
by the Union Minister of Health and Family Welfare and comprising 
all the states' Health Ministers. The Union Health Minister 1s 
assisted by a generalist administrator with the rank of Secretary 
from the Indian Administrative Service (IAS). The Ministry has 
two departments - the Department of Health and the Department of 
Family Welfare. The technical wing for health services, which 
provides specialist expertise to the health department, 1s known 
as the Directorate General of Health Services (DGHS). It 1s an 
Wattached office" of the Ministry and is headed by the Director 
General of Health Services. The DGHS has 3 bureaus: Bureau of 
Health Planing, the Central Bureau of Health Intelligence (CBHI) 
and the Central Health Education Bureau (CHEB) - 


3. At the state level, the responsibility for providing amet 
services lies with the state's Department of Health peepee 
Welfare, headed by a minister of cabinet rank; an IAS fe) hig» 
functions as Secretary is in charge of administration. n 
manner similar to DGHS at the Center, there are State ed 
Directorates of Health and Family Welfare, each apne “so 
Director. In some states there is a separate cpa hpAae i A 
Medical Education and Research, also headed by a Direc oleate 
senior officer in the Directorate of Health and shies etn RS 
oversees the district-level health administration, whic 
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for health services in rural areas. The state re 
ioni icipal Hea 
i rates also oversee the functioning of the Municipa 
Sie apeaedue, which in turn are responsible for providing health 


services to urban populations. 


is responsible 


The district-level organization varies somewhat from state to 
The district has a network of health institutions, 
hospitals, rural or cottage hospitals, civil 

1 dispensaries, TB clinics, primary health 

and family welfare bureaux. 


4. 
state. 
including civil 
dispensaries, rura 
centers and subcentres, 


5. The Primary Health Center (PHC) is the core institution of 
the rural health services infrastructure in India. The Sixth plan 
envisioned the creation of 30-bed rural hospitals known as 
Community Health Centers (CHC) covering a population of 100,000. 
The CHCs are to provide mainly specialized curative services in 
Medicine, Surgery, Gynecology-Obstetrics and Paediatrics. The 
Primary Health Centers (PHC) give coverage to rural populations 
of 30,000, or 20,000 in hilly and tribal areas. The PHC has a 
network of subcentres, each serving a population of about 5,000. 
Each village or population of 1,000 is to have a Community Health 
Worker known as the Health Guide. 


6. According tc the 1988 estimates there are 9,831 public and 
private hospitals in India, with a total capacity of 585,889 
beds. The urban orientation of medical services is evident from 
the fact that 68% (6,732) of hospitals and 84% (492,820) of beds 
are located in urban areas, although 70% of the Indian population 
is rural. There are various categories of hospitals, with the 
teaching-cum-research hospitals at the top. The distribution of 
doctors is equally skewed. Less than 20% of doctors serve in the 
rural areas where 76.3% of the population lives. On the other 
hand an overflow of doctors in the urban areas continues 
unabated. 


Ve 9,497 (56%) of hospitals are run by private and voluntary 
Organizations, versus 4,042 (41%) by the Government and 292 (3%) 
by local bodies. The former are mainly concentrated in Kerala 
(1,894), Maharashtra (1,350), and Gujrat (1,211). Curative 
services are also provided through 14,286 urban dispensaries 
having a total of 7,723 beds, and through 13,209 rural 
dispensaries having a total of 16,123 beds. Some 13,579 
dispensaries (2,187 beds) out of a total of 27,495 are in the 
Private and voluntary sector, and these are mainly concentrated 
in Maharashtra and Gujrat. 


rhe = i eet component of the health services infrastructure 
i é¥era nt sinter a and the training and development of 
sara “hie Aa egories of personnel involved in delivery of health 
ievier ces. The following table shows the present 

structure and targets for rural health services in India. 
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Table 1: Infrastructure for rural health services in India 


Item/ No. functioning Targets for Total 
Program as of Apr. 1985 1985-1990 Requirements 
Health Guides 350,000 100,000 450,000 
Subcentres 82,946 54,883 137,000 


Primary Health 
Centers 7,294 x De Be Se be | 23,000 


Community Health 
Centers 697 1,553 5,417 


Training of female 
MPWs 80,000 60,000 130,000 


Training of male 
MPWs 80,000 60,000 130,000 


Training of female 
Health Assistants £5. 000 6,500 21,500 


Training of male . , 
Health Assistants 15,000 6,500 21,500 


a 
9. Despite recommendations of successive health committees on 
the necessity of allocating a minimum of 6 to 10% of the total 
plan investment for the health sector, the trend of plan 
investment in the health and family welfare sectors in India has 
been less than 4% of the total plan investment outlay for all 
heads of development. During the vith plan period (1980-85), a 
sum of Rs. 34.4 billion,was allocated to health and family 5 
welfare, which is only BPS or total plan outlay for sib mie 
of Rs. 1,096.5 billion. In the VIIth plan period (ee is 
allocation has increased to 3.7%, even though in re etre C 
the plan outlay for this sector increased to Rs- 64.5 os pie 
from the earlier Rs. 34.4 billion. Out of the plan budget, 
three-fourths is spent in rural areas on an overall basis, 


i to state. In 
although the distribution may vary from state a 
addition to this plan budget, there 15 a large component of non 
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‘ture. This amount is essentially for maintaining and 
Bich Shbere ai ready existing infrastructural facilities. The 
table shows the pattern of plan investment by the government. 
According to a senior health planner, it will be impossible to 
fulfill the brave resolves and ambitious national targets set for 
the year 2000 if the present scarcity of resources for the health 


sector is not taken care of. 


Table 2: Pattern of Plan Investment in Health by the Government 
(Rupees in millions) 


eT 


Period Total outlay Health Family welfare Total 
a 
First Plan 19,600 652 1 653 
(1951-56) (3.3%) 
Second Plan 46,720 1,408 Ze 1,420 
(1956-61) (3588) 
Third Plan 837,765 Zynoe 249 2,508 
(1961-66) (2.9%) 
Fourth Plan i se 8 BE box. Jae 2,780 65435 
(1969-74) (3.9%) 
Fifth Plan 394,262 7,608 4,918 iZ, 528 
(1974-79) (3.2%) 
Sixth Plan 975,000 18,211 10,100 26,342 
(1980-85) (2.9%) 
Seventh Plan 1,800,000 33. 929 32,263 66,492 
(1985-90) (3.7%) 


—_—_ eee -_:00°00«—"“«Xn— —oo———eeVeeeeeeeeerrrereee ee  _  — 


10. The health sector in India is a part of social services. 
Data on the financing of social services in general and health 
Services in particular are grossly inadequate. A good deal of 
additional work will be needed before a definite view of 
resources emerges. However, available figures suggest that funds 
<> pgs to the social sectors, including health, have been far 
elow what is required, in view of both the continuing low 
educational and health status of much of the population, and the 
amounts invested in those developing countries that have reached 
much higher life expectancy and literary levels. Also, social 
Spending remains much below average in the states with the lowest 
educational and health indicators. For instance, per capita 


4 
- 
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health expenditure in Bihar is one-half of the average for India 
as a whole. At the same time, in many states education and health 
have lost ground to various welfare schemes in the allocation of 
social sector resources. And within the health and education 
budgets, there has been no significant shift in composition 
toward services which benefit the poor disproportionately. 


Cc. The Evolution of National Health Policy 


1. The British involvement in the Indian subcontinent raised 
significant issues concerning sanitation and medical research. In 
particular, the plague epidemic of 1896 and Ronald Ross' malaria 
breakthrough in 1897 brought India to the threshold of many 
developments that took place between 1900 and 1935. Steps could 
have been taken at that time to focus policy on evolving public 
health machinery. However, the possibility of research also 
presented itself at this moment, and the colonial government, for 
its own reasons, chose the latter option. The escape into medical 
research, however, also remained half-hearted. When the 
bacteriological advances of the late 19th century brought 
curative medicine into the scientific arena and led to its 
increasing professionalization, this served as an argument for 
colonial policy to encourage the expansion of a private medical 
profession: a few medical colleges were a cheaper (but not 
necessarily an effective) alternative to expanding government 
resources for sanitary reforms for the general population. The 
growth of preventive and social medicine was irremediably 
preempted. 


2. The formulations of later strategies for health policy and 
planning in India were largely guided by the recommendations of 
the National Health Committee of the National Planning Committee 
(1938), under the overall chairmanship of Pandit Jawaharlal Nehru 
and Col. Sokhey, and the Health Survey and Development Committee 
(1943), chaired by Sir Joseph Bhore. The Bhore committee report 
comprehensively reviewed various aspects of public health in 
India and formed the basis for post-independence policy. 


3. With the attainment of independence, India adopted the 
instrument of planning for the purpose of s0c15-Scones " 
development and for raising the standard of living of the people. 
The provision of health services to the entire population Spe 
made a Directive Principle of State Policy in the COnsEeES ment 
Consequently, the health services organization and infras sist . 
have undergone extensive changes following reviews a er nada 
expert committees, namely the Mudaliar Committee (196 > 
Committee (1963), Mukherjee Committee (1966), DU btn pre 
Committee (1967), Kartar Singh Committee (1973), and : ao 7 oe 
Committee (1975). Progressive changes have been intro u 

policy and programmes over 7 five-year plan periods. 


ise 
4. Prior to 1983, the Government lacked a clear and prec 
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nation's health care system, and health planning in 
eae five-year plans merely varied the amount of 
financial allocations under certain heads. The National Health 
Policy of the Government of India was endorsed by the parliament 
in 1983. It presents an integrated plan based upon the salient 
findings of earlier committees and study groups, which had been 
set up by the Ministry of Health and Family Welfare and other 
alliea agencies for the provision of comprehensive primary health 
care services. India's commitment to the goal of "Health for all 
by the year 2000" is reflected in the philosophy, approach, 


strategies and targets of the Policy. 


5. The Policy emphasizes the need to restructure the existing 
health services according to the following broad approaches: 


a. The provision of a well-dispersed network of comprehensive 
primary health care services, integrally linked with extension 
and health education approaches, and drawing on the organized 
support of volunteers, auxiliaries, paramedics and adequately 


trained multipurpose workers. 


b. Large-scale transfer of knowledge, simple skills, and 
technologies to health volunteers selected by the communities and 
enjoying their confidence. 


c. The provision of organized back-up support through the 
establishment of a well-worked-out referral system. 


d. The establishment of a nation-wide chain of sanitary-cum- 
epidemiological stations, providing an integrated package of 
services to control/eradicate diseases, as well as tackling 
specific local environmental health problems. 


e. The utilization of untapped resources through organized 
logistical, financial and technical support to voluntary agencies 
active in the health field. 


£« The establishment of centers equipped to provide specialty and 
superspeciality services, and their appropriate dispersal in 
order to remove existing regional imbalances. 


g- First priority accorded to providing services to people living 
a tribal, hilly and backward areas, as well as to endemic- 
1sease-affected populations and vulnerable sections. 


ee. aa3 Pe ae states the need for a 'health team approach' to 
e (nece Opment of health manpower; the need for planned efforts 
itehe Yc" 4 a. functioning indigenous practitioners of various 
Naturop fais Sang Unani, Siddha, Homeopathy, Yoga and 
rea mh EY - within the overall health care delivery system; and 
effort Oo secure the small family norm, through voluntary 

orts, and to move towards the goal of population 
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stabilization. It draws urgent attention to evolving and 
implementing time-bound strategies to tackle the problems of 
malnutrition; food adulteration; quality of drugs; water supply 
and sanitation; pollution and environmental protection; 
immunization; maternal and child health; and occupational health. 


It goes on to recommend the need for nationwide public health 
education programs; the strengthening of the technological and 
manufacturing capability in the medical industry, particularly in 
the production of essential and life saving drugs and vaccines; 
the launching of nationwide health insurance schemes for 
mobilizing the community's resources; and comprehensive health 
legislation. It also calls for the balanced development of basic, 
clinical, and problem-oriented operational research in biomedical 
and allied sciences, and stresses the importance of intersectoral 
cooperation between related sectors such as drugs and 
pharmaceuticals, food and agriculture, water supply and drainage, 
housing, education and social welfare, and rural development. 


7. The policy statement ends with a set of goals for health and 
family welfare programmes (Table 3). By the year 2000 AD, it 
visualizes a decrease in the infant mortality rate from the 
present 125 per thousand to below 60 per thousand, in the crude 
death rate from around 14 to 9 per thousand, in the maternal 
mortality rate from 4.5 to below 2 per thousand; rise in life 
expectancy at birth from 52.6 years for males and 51.6 years for 
females to 64 years for both the sexes; a fall in crude birth 
rate from around 35 to 21 per thousand and a net reproduction 
rate of 1 as against the current 1.48. The following table gives 
the goals set by the National Health Policy. 
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Table 3: Goals for Health and Family Welfare Programmes 


ee ee UU 
No. Indicator Baseline Goals 
(1976-81) 1990 2000 
en 
1 Infant Mort.Rate 125 87 <60 
as Crude Death Rate 14 10.4 9 
=. Child Mort. Rate 
(1.to-5S. years) 24 15=20 10 
4. Maternal Mort. Rate 4-5 2=3 <2 
om Life Expectancy 52.6(Male) 57 6 64 
at Birth 51.6(Female) at Le 64 
6. % Neonates weighing 
less than 2500 gm 30 18 10 
ie Crude Birth Rate 38 a7 24 
8. Effective couple 
protection (%) 2356 42 60 
9. Net Reproduction Rate 1.48 aet7 1 
10. Growth rate(annual) 2.24 1.66 di: 2 
11. Family size 4.4 - Zs 
12. Pregnant mothers 
receiving ANC (%) 40-50 60-75 100 
13. Deliveries by TBA 30=35 80 100 
14. Immunization coverage (%) 
TT for pregnant women 20 100 100 
TT for school children 25 100 100 
DPT (below 3 yrs.) 25 85 85 
Polio (infants) 5 70 85 
BCG (infants) 65 80 85 
DT (school entrants) 20 85 85 
Typhoid (sch. entrants) 2 85 85 
15. Leprosy: % disease arrested 
cases out of those detected 20 
16. TB: % disease arrested = a 
cases out of those detected 50 75 9 
17. Blindness, incidence of (%) 2.4 0.7 os 


ee a ee 


“ae paging efforts at formulating a new policy on health was 

1981. the Sai alternatives in the delivery of health care. In 

health gia tare study group on an Alternative Strategies for 

professionale S in India, consisting of prominent public health 

for providin and planners, was set up to formulate a strategy 

group's re g health for all Indian people by AD 2000. The 

ceuplenentery stressed the need for simultaneous and 

eranefornati > efforts in (a) socio-economic-political 

such as nut ra, family planning, and (c) interrelated fields 
rition, environment, and health education, for 


13 


achieving better health conditions. 


D. The place of essential health information and research in the 
National Health Policy 


1. The National Health Policy recognizes the importance of a 
streamlined national information system for health. Appropriate 
decision making and programme planning in the health and related 
fields is not possible without establishing an effective health 
information system. The policy recommends establishing a 
nationwide organizational system to procure essential health 
information. Such information, the policy document states, is 
required not only for assistance in planning and decision-making 
but also to provide timely warnings about emerging health 
problems, and for reviewing, monitoring and evaluating the 
various on-going health programs. The building up of a well- 
eonceived health information system is also necessary for 
assessing medical and health manpower requirements and taking 
timely decisions, on a continuous basis, regarding the manpower 
requirements in the future. 


2. The health research priorities documented broadly in the 
policy statement have great relevance to the present health 
research situation in India. The basic objective of medical 
research, and the ultimate test of its utility, would, the policy 
document observes, involve the translation of available know-how 
into simple, low-cost, easily applicable, appropriate ice 
technologies, devices and interventions suiting local conditions. 
It would thus place the latest technological achievements within 
the reach health personnel and front-line health workers in the 
remotest corners of the country. Therefore, besides devotion to 
basic, fundamental research, high priority should be accorded to 
applied, operational research, including action research for 
continuously improving the cost-effective delivery of health 


services. 
E. The Present Health Priorities 


The main priorities of the health sector ~ besides, of course, 
population control, which consumes a major chunk of the resources 
~ are in tune with the National Health Policy. The yea ett ie 
however, has always been on development of int ras ee Ne ee prety 
institutional base for the provision of health care, Wi 
attention paid to the quality of care provided or a Ree re 
acceptability to the people. The major broad prioritie : 


1. Development of Primary Health Care Services 
2. Implementation of the National Disease Control Programmes 


3. Medical education and training 


ich 
Mention must be made of the Primary Health Care Services, whic 
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he four-tier structure of the 
sses the health care provided at 


the first contact within the village, the subcentres, the primary 


the first referral level of services at the 
CSE pee ae his structure 1S also referred to as 


| ters. A : 
community health cen (MNP) for health. At the national 


ini Needs Programme 
ee aout 40% of the total health sector outlay is earmarked 
for development of health services under the MNP activities. 


National Disease Control Programmes are in 
pet an foc prevention and control of particular diseases, some — 
of which are tuberculosis, leprosy, malaria, filaria, endemic 
goiter, diarrhoeal diseases, etc. About 20 to 25% of health 
sector outlay is allocated for implementation of these 


programmes. 


in the Indian context refers to t 
rural health services. It encompa 


ace 


A. Health Planning in India 


1. Most of the states in India have a mechanism for creating 
individual state socio-economic development plans. The 
institutional mechanism available at the state level is a State 
Planning Board, which is responsible for drawing a detailed five- 
year plan for the state. These boards are supposed to interact 
closely with different developmental sectors in the state to make 
a consolidated state plan document. Each one of the sectors (such 
as health, education, social welfare, etc.) in the state 
departments has a planning cell which is responsible for drawing 
up the sectoral plan for the state government. Thus, the expected 
mechanism is an upward flow of plans from the departments of the 
state government, through their planning cells, to the state 
planning boards. 


2. At the state level there is a Department of State Planning. 
This department works closely with the State Planning Board and, 
through the planning cells, with the respective departments of 
ea state governments. The five-year plans/state annual plans are 
inalized at the state headquarters, taking into account the 
hataeae of the state as well as its problems and priorities. 

ae & ate plan is discussed in detail, and modified and finalized 

€ planning commission. Once the state five-year plans are 

ain ni they become an integral part of the national plan 

até rat Teer ae includes details of both the state plans and the 
eeiitiats ce, 0 aeae ae close scrutiny by the full planning 
Seuioraent x 1S plan document is presented to the National 
Rauneit np pieces for adoption. Once the National Development 
Ree pe es the plan, it becomes the national document of 

and programmes for the next 5 years. 
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3. The five-year plan of action is also disaggregated i 

annual plans of action. Each plan is ra sll ce og tee te the 
planning commission at three levels. The first level of 
discussion is with the sector advisor. In the case of the health 
sector, the health Advisor in the planning commission has a 
detailed discussion with the state health representatives both in 
the secretariat and in the directorate of health services. These 
meetings, which are also attended by representatives of the 
central ministry of health and family welfare, the program 
implementation ministry, and related sectors, develop a view on 
the amount of resources required to run the health development 
programs of the state, according to its priorities. Needs and 
available resources are matched and married in the most 
appropriate manner. The availability of overall state resources 
guides decisions on outlays for the health sector; the 
recommendations made by the state government in this regard are 
also considered. The overriding goal of these discussions is to 
ensure the equitable handling of national priorities. 


4. The second level of discussions in the planning commission 
takes place between the state plan advisors of the commission and 
the chief secretaries\planning secretaries\development 
commissioners, senior secretaries, and heads of departments of 
the state government. In these meetings the state plan advisor 
gains an overview of the total resources available in the state 
and the total needs of the state in different sectors of 
development. It is in these meetings that the relative importance 
of health compared to other sectors like education, irrigation 
and agriculture is decided, and a conclusion arrived at about the 
appropriate distribution of resources among development sectors. 
The state plan advisor is supported by information provided to 
him by the financial resources division of the planning 
commission, which gives a picture of the total state-government 
resources available for state developmental activities. This 
information is generated by the financial resource division of 
the planning commission in close interaction with the state 
government's finance and planning department, as well as with the 
ministry of finance at the central level. 


5. The third level of discussion is between the chief ministers 
of the state and the deputy chairman of the planning commission. 
At this level, a final decision is taken on the total resources 
available for the state for both the five-year-plan period and 
the annual-plan period. This is an exercise in which both the } 
economic and political compulsions of the state governments ar 


kept in mind. 


6. Thus, the planning commission at the national level is 
responsible for the country, as well as for disaggredat ing eats 
national plan into annual-plan-of-action documents. at ae 
on the one hand with all the central ministries and a eee ri 
and on the other hand keeps a close liaison with the mi 
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rmining the total resources available at the 
The planning commission further plays a vital 
g the proportionate allocation of resources 
l and state governments. It interacts 

indivi ini tments of 
ndividually with all the ministries and depar 

povernnent of India, as it does with the state governments, to 


finalize their five-year and annual plans. 


finance in dete 
national level. 
role in determinin 
between the centra 


nal Development Council is the supreme body under 
the chairmanship of the Prime Minister of the country. NDC 
membership includes all the Chief Ministers of the state, all the 
Cabinet Ministers of the Government of India, and the Members of 
the Planning Commission. This body is responsible for final 
decisions both on resources and on policies and programmes for 
the five-year plans of the nation. Once the planning exercise is 
complete at the planning commission level, it is submitted to the 
NDC for its deliberations, debate and ultimate adoption as a 


national document. 


7. The Natio 


In this planning exercise, constant negotiations take place 
between the Central level, through the planning commission, and 
the state governments. In the three-tier discussions in the 
planning commission -- at the level of the sectoral advisors, at 
the level of the state plan advisors, and at the final level 
between the deputy chairman of the planning commission and the 
chief ministers -- all outstanding problems and differing views 
on development are ironed out. 


B. Health Information and Research Inputs into the Planning 
Process 


1. Although a vast reserve of information is used consciously or 
unconsciously in the process of planning, there is no 
institutionalized mechanism to feed essential information and 
research inputs, on a continuous basis, into the planning 
apparatus. The vital inputs are provided by working groups set up 
for the purpose by the planning commission, which include 
national experts working within and outside the government. These 
= NAST Tashan aa aba from the three important wings of the public 
ew ec Anh de i.e., the policy wing formed by the health chapter 
ty xe Plath commission, the implementation wing constituted 
re solace ee state health ministries and directorates, and 
Musiant rch wing provided chiefly by the Indian Council of 

cal Research. Eminent health researchers working for private 


and voluntary organizati invi joi 
groups. g lons are also invited to join relevant 


ee of the draft document on health for the 8sth 

groups Biter ins di the planning commission instituted 11 working 

Those under f a major areas in health and family welfare. 

Control Bhite y welfare include working groups on Population 
‘ 1ld Survival, Safe Motherhood and IEC (information, 
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education and communication), while those unde 

Primary Health Care, Non-Communicable pa ange ot teh Er, 
and Training, Research and Development, Indian Systems of Pree 
Medicine, and Health Financing and Management. Each grou 
commissions various sub-groups to look into related pha OP. 
areas. The sub-groups work for a period of about one-and-a-half 
years before producing a draft document. As a result, about 2,000 
national experts working in different areas related to health. 
contribute directly or indirectly to the process of planning. 


Cc. Health Planning in India: Some Shortcomings 


1. The entire process of health planning takes place almost 
exclusively in the public sector, although there is a prominent 
private sector involved in health care delivery at all levels. 


2: The planning mechanism receives little feedback from the 
private, non-governmental, or organized sectors on the 
expenditure involved and the outcome of health care and research 
activities. 


3. The health planners have little knowledge of the states' non- 
plan health expenditures. The non-plan expenditure by the states 
almost always exceeds two to three times the planned expenditure, 


although a major portion of it is spent on salaries and 
maintenance of infrastructure. 


4. Although a vast amount of data is generated by the 
implementation and research wings of the health sector, and to 
some extent by private and voluntary agencies active in the area 
of health, there is no institutionalized mechanism by which the 
essential information and research findings can be analyzed and 
fed, on an ongoing basis, into the planning apparatus, OF by 1% 
which feedback can be provided to the implementing or researching 
agency. 


5. Health planners do not have the easy access or the 
institutional base to address policy problems or research into 
those problems. During the 7th plan period, for the first time, 
some studies were commissioned by the planning commission to 
examine certain policy issues. 
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Ba ap ar 


A The present sources of essential health information 


ection and analysis of a variety of health and 
related information are most vital for planning, monitoring, and 
evaluating health and family welfare programmes. The main sources 
of data collection in the country are: 


Systematic coll 


1. Decennial Population Census 
>. Civil Registration System 
3. Sample Registration System 
4. Survey of Causes of Death 


5. National Sample Survey 
6. Family welfare statistics compiled by the Evaluation and 


Intelligence Division of the Department of Family Welfare, 
Ministry of Health and Family Welfare. 

7. Integrated health information system operated by the Central 
Bureau of Health Intelligence, Ministry of Health and Family 
Welfare. 


1. Decennial Population Census 


The population census in India, first conducted in 1881, is a 
huge operation undertaken every 10 years. It provides detailed 
information on total population, including demographic and socio- 
economic characteristics. It also provides the basic data by 
which most rates may be computed. 


2. Civil Registration System 


The Civil Registration System (CRS) in India is more than a 
century old. In order to improve functioning of this system, a 
uniform law - "Registration of Deaths and Births Act" - was 


enacted in 1969 to make the reporting and i 
regist 
and deaths compulsory. 3 : fist tet2on OF ee 


nous cry record all live-births, still-births and deaths. 

2 eed register" contains information on: date of 

cia FEL died Srp of sex of the child; age and literacy of 

ReeseCies oe tne of birth (live); religion, literacy and 

etc. The "Death 3 nt type of medical attention at birth; 

occurrence/regi ah dag contains information on date of 

Status, reli oe ration; place of death; age, sex, marital 

whether Rakic n and occupation of the deceased; cause of death; 
ically certified; kind of medical attention received; 


etc. ; ; 
hice AR hat aces is supposed to send every month, to the 
Phd. 4 at state headquarters, true copies of entries in 


rw 
h and death registers for the preceding month. The chief 
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registrars of the states, in turn, are required to send to the 
Registrar General of India monthly and annual returns. The annual 
returns provide the basis for the annual Vital Statistics Re t 
of the Registrar General of India. ee 


The CRS in India is deficient, in spite of its long history, 
because of incomplete coverage and under-registration. For 
instance, comparison of the data on birth and death rates from 
the Vital Statistics Report covering up to 1979 with those from 
the Sample Registration System (SRS) shows that about 37.2 
percent of births and about 48.7 percent of deaths were not 
registered in 1976 under the CRS. In some of the states the 
under-registration was very high, particularly in rural areas. 
Registration of infant deaths in the CRS is also grossly 
deficient. The recorded infant mortality rate in 1976 was only 49 
per 1,000 live births, as versus 125 by SRS estimates. All-India 
sex ratios of registered births and deaths during 1976 were 111.6 
and 120.3 males respectively per 100 females. Apparently, there 
was higher registration for males. Furthermore, there is a long 
delay in bringing out yearly Vital Statistics Reports. 


There are many reasons for the poor performance of the CRS. 
First, a number of different agencies (including panchayat, 
police, health, revenue, and others) are entrusted with 
registering the vital events at different levels. In addition, 
there has not been effective implementation of the 1969 act; the 
executing agencies in the states have been slack; and the people 
have not been informed about the existence, location, or benefits 
of such information and their responsibilities with regard to its 
collection. About 80% of the population living in rural areas 
lack communication and accessibility to the registrar; the 
registrars lack training; and these data are not used for 
planning, monitoring or evaluating programme performance. 


Improvement of the Civil Registration System is imperative, as it 
alone can provide the micro-level data required for planning and 
administrative purposes at relatively low cost. 


3. Sample Registration System (SRS) 


Because of the deficiencies of the CRS and in order to obtain 
more reliable estimates of fertility and mortality, the Sample 
Registration System (SRS) was initiated by the office of fora 
Registrar General of India in 1964-65. The SRS has essentially 
three components: 

a. continuous enumeration, by a part-time enumerator, Of ViEA. ple 
events pertaining to the normal resident population © 


anit? 
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b. an independent half-yearly survey by a full-time supervisor; 


recorded by the enumerator and supervisor, 


; tching of events 
ae ie * fication of unmatched events. 


followed by field veri 


The enumerator enlists the aid of the village priest, barber, 
village headman, midwife, etc., in obtaining information en-alii” 
births and deaths in the sample unit. He contacts the informants 
at regular intervals and records the events on prescribed forms 
after contacting the households. At present the total number of 
sample units is 3,722, with the urban sample covering 1.2 percent 
of the total urban population and the rural sample covering 0.9 
percent of the total rural population. 


The data collected regularly under the SRS provide estimates of 
various fertility and mortality indicators over the years, at 
state and national levels, and for rural and urban areas. These 
estimates include crude birth rate, crude death rate, age- and 
sex-specific death rates, and infant mortality rates by age and 
sex. Such data provide the trend and pattern of fertility and 
mortality and also the fertility and mortality differentials x 
among states and between different types of urban and rural 
areas. Furthermore, information of the type of medical attention 
at birth or before death serves as an indicator of the extent of 
medical help, institutional and professional, available at 
national and state level and in urban and rural areas. 


This system has been able to provide reasonably accurate 
estimates of births and deaths. A comparison of the SRS data with 
the estimates provided by some demographers using different 
approaches gives support to the reliability of the SRS estimates 
in general. 


A number of special surveys have also been carried out from time 
to time in SRS units, along with regular half-yearly surveys. 
Some of the relevant ones are mentioned below: 


1. a 1972 fertility survey of a sub-sample of SRS households in 
each unit, with a view to studying the fertility differentials by 
socio-economic groups; 


pel 1979 survey on infant and child mortality, to provide 
mor of child and infant mortality, as well as to study the 
p ern and differentials of fertility and mortality by socio- 


economic group and by health care of infant and children. 


4. Survey of Causes of Death 


Du : ' 
eahy Ace eae to of medical personnel in rural areas, medical 
7 1on of cause of death is not feasible. The Office of 
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the Registrar General of India initiat 

Model Registration Scheme, which is stihe lids tpnet hank ls Ps 

of Death (Rural). The aim is to ascertain through tg Rely o - 
the causes of death in rural areas, by using che canine 
paramedical personnel aVaiitehle at Primary Health Centers ws 
1980, field supervision has been rationalized and the surv ince 
being conducted in about 1,200 PHCs -- i.e., about snecel heh ee 


> the tctal PHCs. 


The medical officers in charge of PHCs nlav a major role in the 
a survey by guiding and supervising the work of the field workers 
It has been recommended that independent monthly field checks by 
the medical officer on the cause of death in at least two Eee 
would provide an idea of the extent of discrepancy and would also 
; help to improve field investigations. Statistics presented in the 
report, however, are representative of the health situation in 
: the headquarter village ef the PHC where the survey is carried 
; out, and do not bseida true for the entire area under the 
| jurisdictien of the PHC. Field conditions in the remote villages 
may be different. 
—— 5. Nationai-sample Survey 
The National Sample Survey (Nss},~in its various rounds, collects 
information chiefly on birth and deaths. The-estimates of the NSS 
are considered underestimates in comparison with the more 
reliable SRS, and the NSS data provides very little meaningful 
input for any planning or monitoring process. Special Surveys are 
also carried out under the NSS, such as the morbidity surveys 
done in the 17th and 28th rounds. Here again, the data have been 
. found to have gross deficiencies and limitations in providing 
useful inputs for the planning and monitoring process. 


6. Family Welfare Statistics 


These are organized and collected by the Evaluation and 
4 Intelligence Division of the Department of Family Welfare, 

: Ministry of Health and Family Welfare. Guidelines and manuals 

f have been provided for systematizing the arrangements for 

: collecting information from the periphery, as well as for 
compiling it at district and state levels for forwarding to the 
central government in the form of periodic statistical reports. 
These publications give instructions, for uniform adoption, on © 
the maintenance of records at the peripheral units, the PHCs, and 
the Family Planning Bureaux at the city, district, and state 
levels, and on the compilation and submission of periodic returns 
by these agencies. These records and returns are intended to ‘< 
indicate the results achieved by the different operational units, 
ultimately leading to an assessment of the 


programme. a c Z a 


ZS-120 
N40 


progress of the 


22 


7. Management Information and Evaluation Systems 


ureau of Health Intelligence (CBHI) in the 

Health Services, Ministry of Health and 
tablished an integrated management and 

e entire health and family welfare 


The Central B 
Directorate General of 
Family Welfare, has es 
evaluation system. (MIES) for. Th 


programme ee Cc 
are to be maintained at the subcentre level for baseline 


information and different service activities in primary health 
care. Based on these records, the Health workers, male and 
female, are to compile monthly reports under various subheadings, 
such as communicable diseases, MCH, immunizations, family 
planning, health education activities, Vital _ statistics, 
subcentre clinics, treatment of minor ailments, home visits, and 
other activities. The reports are to be scrutinized and compiled 
by the health assistants (supervisors) at the PHC. On the basis 
of the reports of the supervisors, the Statistician at the PHC is 
to compile the PHC report. This report is to be-cvamined and 
finalized by the medical officer at the PHC, who shouid be able 
to use the information for local monitoring purposes during 


menthly meetings and on field visits. 


The monthly PHC reports are sent to the District Health Officer 
for scrutiny and compilation into a district monthly report 
which is then sent to CBHI, New Delhi. The CBHI is to collect the 
reports and send them to the National Informatics Center for 
computerization of data and generaton of output tables. 


B. Towards Computerized Information Systems (NICNET and DISNIC) 


1. In view of the large-scale 

generation of information b 

Sant ates in all the sectors including health, many a the 

Pom ae ee have set up computer systems on varying 

Renaieccne? peace organizations include the Planning Commission 

= OA ier et os wee ee the Registrar General's office. The 
enter (NIC) was set up in 1975 by th 

Ov ¥ 

PRS VaLae Se biunktnc rece of Electronics, peels © under 
in 

systems in the Souekee to promote computer-based information 


2. Durj 

ethiaee tian, Pore 13 years, NIC has made considerable progress. 

PB actsstex baie ay 59 government ministries/departments through 
work (NICNET), NIC helps the departments find 


solutions to probl 
PA erat cen Bah related to further development of 


NIC is , 

grate Misttets Lv eee to extend NICNET to cover the 23 

country, to help jwell as the 438 districts (DISNIC) in the 

schemes, and to deoeiag? planning and monitoring of development 

to the center. Nic vide a quick information system linking them 
; 1s aiming to use satellite communications for 


he country. According to the MIES approach, records | 
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connecting districts of the state sys / 

systems. For the health management A ae hey gc Dg Poh 

DISNIC, the Health and Family Welfare system Dastecen phir ; 
into five functional modules: (a) health chevageructind aren 
(b) family welfare activities, (c) medical stores ay ues 
disease control programmes, and (e) plan schemes and inchs rs x 


3. Institution of computerized information systems will 
undoubtedly be useful in providing rapid access to specific 
information. It remains to be seen how efficiently this may sol 
the problems faced today surrounding the acceptability ead” fe; 
credibility of information. These problems result from: (a) 
outdated and inadequate database, (b) qualitative or aac data 
and (c) deficiencies of ‘real systems' and 'simulation' data. 


IV. 


A. Health research organization in India 


1. Organized medical research in India dates back to 1894, when 
the Indian Medical Congress appealed to the government to set up 
a research institute. Considerable research activity has taken 
place in several fields since then. Considering the country's 
health indices today, 96 years later and 43 years after 
independence, the fruits of this research have evidently not 
reached the people. The need to transform "medical research" to 
"health research" has been recognized for over a decade. Still, 
while the wider aspects of health and their links with 
development are better recognized now and attract some attention, 
much of the spoken and written word has yet to be put into 


action. 


2. The guidelines for national health planning were provided by 
a number of committees dating back to the Bhore Committee in 
1946, which provided a blueprint for later development of health 
services in India. The progress made in the field of health was 
then reviewed by the Mudaliar Committee in 1962. The Chadah 
committee (1963) studied the National Malaria 
Programme; the Mukerjee Committee (1965) was 
the strategy for a family planning programme 
the details of the basic health services to 
The issue of integration of health services was 
Junglewalla Committee (1967), while the Kartar 
(1973) looked into the feasibility of having De oie ‘ee 
workers in the field for health and family planning. in Ss on ad 
Shrivastava Committee studied the status of medical ae ion 
support manpower and suggested steps in tne ppp prare” <acinee 
improving it. What is conspicuous by its absence in saat berudy 
post-independence development of health services in nk eee 
attempt to specifically and objectively examine the 1 “bo reer 
outcome of decades of medical and health research, oF Y 


Singh Committee 
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to provide direction for the kind of research that needs 
promotion in view of the persisting problems. The result, as 4 
senior health researcher puts it: "a plethora of descriptive, 
repetitive, worthless and unutilizable research that has very 


little relevance or meaningful application to the process of 
ing or improving the health of the nation." 


national health planni 
3. In spite of the numerous agencies engaged in various kinds of 
health research - the network of national institutions of the 
Indian Council of Medical Research (ICMR), institutions supported 
by the national Department of Science and Technology (DST) and 
Department of Biotechnology (DBT), those under the Council of 
Scientific and Industrial Research (CSIR) and the Ministry of 
Health and Family Welfare, and over 130 medical colleges and 
university departments spread all over the country, besides the 
innumerable private and voluntary organizations - health research 
in India has been modestly organized and coordinated. The Bhore 
Committee reported that although the extent of research in 
medicine was considerable, the quality was not consistently high. 
It also regretted the dearth of research in medical colleges and 
teaching institutions. It gave priority to clinical research, and 
research on nutrition and social and environmental factors in 
relation to health and disease. The Mudaliar Committee also 
commented on the progress of medical research in the country. It 
found that most of the research activity was confined to ICMR 
institutions or government organizations and that the state of 
research in medical colleges continued to be the same as in the 
past. 


4. The Indian Council of Medical Research (ICMR) is the apex 
body in India for the formulation, coordination and promotion of 
biomedical and health research in the country. According to the 
Advisor (Health), Planning Commission, very little research in 
the field of health is being conducted outside ICMR. 
Institutional mechanisms used by ICMR to implement research 
involves "intramural" research through its: 


a. Permanent research institutions (20 in number, see figure 1), 
which are mission-oriented institutes addressing themselves to 
Specific health topics like tuberculosis, leprosy, cholera and 
diarrhoeal diseases, viral diseases, malaria, vector control, 
nutrition, reproduction, immunohematology, cytology, etc.; and 


ane Regional medical research centres (6 in number) which address 
‘a mselves to regional health problems and also aim to strengthen 
generate research capabilities in different geographic areas. 


vExtramural" research is promoted through: 
a. National T 
b Batt; ask Force projects; 
° etting up centres for advanced research in selected 


departments of medical . -4 8 
colleges ve 
research institutes; ges, universities and non-ICMR 


3 
> 
4 
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c. Open-ended research on the basis of 
: : . grants-in- 
from scientists in non-ICMR research institutions sae. Sapna 
parts of India; and ifferent 
ad. Fellowship programmes mainly aimed at h 
uman 
development. resources 


5. Application of sound epidemiological and statistical 
techniques is essential for continuous situational analysis of 
diseases prevalent in any community. Epidemiological tools are 
applicable not only to the study of communicable diseases but 
also to the monitoring of all deviations from health. The 
existing state of epidemiological services in the country 
presents a very dismal picture. They have not developed side by 
side with the rapid development of health services. The existing 
organizations involved in epidemiological services are: 


a. Central Bureau of Health Intelligence (CBHI) 

b. National Health Programmes 

c. National Institute of Communicable Diseases (NICD) 

@. Other institutes, which include the All India Institute of 
Hygiene and Public Health, Calcutta; National Institute of 
Virology, Pune; National Institute of Cholera and Enteric 
Diseases, Calcutta; and National Institute of Health and Family 
Welfare, New Delhi. 


The status of epidemiology in the various states and union 
territories is far from satisfactory. Most states have neither 
epidemiological cells nor any personnel working as 
epidemiologists. Although full-fledged bureaus of health 
intelligence or health statistics have been set up in a number of 
states, they are not integrated with the division of public 
health or communicable diseases in most places. In some states, 
health statistics remains the concern of some department other 
than health. And whatever data are generated are seldom used 
either for analysis or for action. Recognition of epidemiology 
practically ceases to exist at levels below the district. The 
information collected is simply used for onward transmission. 
Even at the state level, the only epidemiological exercise 
undertaken is consolidation of reports received from the 
periphery. Feedback on analyzed information and 1ts downward 
transmission to Primary Health Centres, SO vital for local 
action, is virtually non-existent. 


Research in Biostatistics is being conducted at the two 
Institutes for Research in Medical Statistics located at New 
Delhi and Madras. Their role has been identified to be in ; 
formulation, conduct and analysis of major collaborative an 
multicentric studies. 

6. There is a conscious effort by the Government of myer Piet 
sustain and promote research in traditional systems © ‘a. quide 
There are four Central Research Councils to jnitiate, ald, 9 ’ 


26 


lied scientific 
-ordinate fundamental and app 
ocenhet agree Beh and Siddha, Unani, Yoga and Naturopathy, and 
Ho opathy. These councils are fully financed by the Central 
eee published and disseminated about their 


nment. Not much is : ; 
Seeiey areas of research, action or contribution to improving 


the existing public health system. 


health research is expected to be 

h departments, medical colleges, and 
artments. Observations made in a baseline 

sie oy aed — the INDIA-INCLEN programme reveal that research is 

not at all a priority in Indian medical colleges. Research or 

publications have no impact on careers and no influence on 

promotions. There are no incentives for research apart from 

personal motivation, and the funding sources are meager. Research 

needed for acquiring a postgraduate qualification is looked upon 

by both students and faculty as a ritual formality and is usually 


a sterile exercise. 


7. At the state level, 
conducted by state healt 


8. Several voluntary non-government organizations (NGOs) and 
private institutions are also conducting research in health, the 
former being prominent in the much needed research at grass-roots 
level, predominantly in the field of health services delivery. It 
has been observed that over 50 percent of research undertakings 
in health services research are run by non-government agencies-- 
Indian or foreign. Of the others, many are partly supported by 
funds from agencies abroad. Unfortunately, there is little 
networking or coordination among NGOs themselves, and there have 
been few attempts at evaluating their projects or institutions. 
Clinical research conducted by large private hospitals and 
medical colleges is also uncoordinated and unmonitored. 


9. National and multinational pharmaceutical companies spend a 

large proportion of their research allocations on establishment 

and salaries, and in some cases on market research for their 

products. Few, if any, of their projects aim at developing new 

Sauce or have strategies suited to solving health problems of the 
ry. 


10. A major lacuna in the health research organization of the 
country has been an ever-widening communication gap between the 
health researchers and the policy-makers and planners. 
Dissemination of research findings is poor, research outcome 
asp ambiguous and not translated or communicated in the 
or see a busy policy-maker will grasp and be able to implement. 
= Fae meee decision-makers are reluctant to go by the word of 
Shakatak ic or their findings, while the researchers believe that 
fetta tate a used for policy making only to the extent that it 
of Health fd ee of the policy~maker. The National Institute 
fee ahi Family Welfare conducts in-service training courses 
oo 2 elec at all levels including policy-making officials, 
undertakes operations research and evaluation of major 
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schemes. Mechanisms seem to exist at many levels to facilitate 


research inputs into the planning apparatus, b 
. . . / ut t 
activated and their meaningful application Re a | need to be 


B. Manpower and resources for health research. 


1. Accurate figures or even estimates of total health research 
manpower in all the three sectors in India -- government, non- 
government voluntary, and private -- are not available. Health 
research institutions do face the problem of acquiring 
researchers in the areas where research is needed most. These are 
also the areas which are neglected, and include health economics 
biostatistics and epidemiology, health care management, 
operations research, and research in behavioral sciences. Health 
research institutions are not even accorded the status of medical 
research laboratories, which, although considered more glamorous, 
do not themselves enjoy a very high status. There are few 
incentives for pursuing a research career, since no attractive 
career structures are available. 


A senior researcher and technologist in the country describes the 
situation this way: "A lot of research for development in India 
today is far removed from real life. Our administrative style is 
too inhibiting and out-of-date. There is neither pressure nor 
incentive for developing practically relevant ideas, processes or 
designs. The creative scientists and technologists, as well as 
thier sterile, unproductive colleagues, plod on side by side, 
secure in their jobs, not distinguished from each other. There is 
not enough concern for creativity and productivity. The inspired 
few achieve, but the majority drift along. There is no great 
demand to get greater return from our research and development 
investments. Purposive science and technology are not yet here." 


Among many working with non-governmental organizations and 
private institutions that conduct health research, a sense of 
insecurity prevails. This insecurity stems from the paucity and 
uncertainty of funds, lack of opportunities to receive } 
specialized training in their own areas of work, and excessive 
dependence on charismatic personalities around whom many of the 
organizations are built. 


2. The situation of research manpower in the field of bepiag aig 
its development has failed to change significantly, sce can “ 
following observation and recommendation of the joint report : 
Indian Council of Medical Research and Indian Council of Secia 
Science Research on "Health for gp 4 : : 
"The medical officers in charge of the Commun.” 
the District Health Centres, aud all the administrative ranks dn 
posts equal to or above these should either possess ee eon 
of a postgraduate degree in Public Health, or in case F 
possessing a postgraduate degree in clinical medicine, 


an alternative strategy 
ty Health Centres, 
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a in Public Health. This would necessitate 
e in the facilities for higher training in 


public health specialties such as Health Administration, 


i ‘c Health Engineering Occupational Health, 
Epidemiology, Public itute, i+@e,. tinea 


only one inst 
ete, Today we have x Health at Calcutta. We recommend 


titute of Hygiene and Public ; 
ee a chain Be aah postgraduate institutes in Public Health 
(Schools of Public Health as in other countries) should be 


established on regional basis.” 


rtment of Science and Technology (DST) undertakes 
surveys to collect Research and Development statistics in the 
country. Data is collected according to guidelines laid down by 
UNESCO, in which each research project is assigned to some 
specific objective, after which aggregation is attempted. This 
being operationally unfeasible for DST, they have assigned each 
major scientific agency in the country to a specific objective 
depending upon its predominant activities. The statistics on 
Research and Development manpower depicted by the DST is seen in 
figure 2. This, however, fails to give a real and complete 


picture. 


postgraduate diplom 
substantial increas 


3. The Depa 


4. The composition of health research spending is difficult to 
determine because of the involvement of numerous ministries and 
departments in funding health and related services. Medical 
services, public health and medical education are under 
Department of Health in the Ministry of Health and Family 
Welfare. While expenditure on maternal and child health, 
including universal immunization, comes under the Department of 
Family Welfare, that on drinking water and sanitation is under 
the Ministry of Works and Housing. At present, urban water supply 
is the responsibility of the Department of Urban Development, 
while rural water supply is the responsibility of the Department 
of Rural Development in the Ministry of Agriculture. Health- 
related research is also funded by the Department of Science and 
cea ee od (DST), the Department of Biotechnology (DBT), and the 
ouncil for Scientific and Industrial Research (CSIR). 


S- A senior health planner explained that the 
government 1S 
Geteitcca'. ae a promote health research, since health is 
ia Eh crt dwide as a measure of development. According to 
PASS 28 gr elas rise in the actual spending on health and 
Phe acwe . from the sixth plan to the seventh plan reflects 
about 7O% fro 5 cig actual total budgetary spending went up by 
Cit ten ee e sixth five-year plan to the seventh five-year 
spending es , 100,000 million to Rs.1,800,000 million. The 
RS.28000 Spr and family welfare rose by 110%, Exon 
spent by ICMR he to Rs.66090 million, while the actual money 
country step bd c Single major health research agency in the 
million. iorevecs he, 300%, from Rs.500 million to Rs.1,500 
to achieve ali +t. e hastened to add that it would be impossible 
those brave resolves for reaching health for all 
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by AD 2000, with such a meager allocation 
eo of resources for 


6. A recent research report for the Commission writ 
ten b 
and Deodhar gives a break-down of the Central aavacndaner pee 
research budget for the year 1987-88 as follows: 
Indirect funds: 


Indian Council of Medical Research Rs 400 million 
Indian Council of Social Science Research Rs_ 70 million 


Direct funds: 


Ministry of Health Rs 200 million 
Other Departments Rs 170 million 
Total Rs 840 million 


In addition there are research funds from foreign funding sources 
(about Rs 70 million), private funds (Rs 40 to 70 million) and 
state government budgets (about Rs 20 million). Thus the total 
resources available for health research are estimated to be 

Rs 1,000 millions per year. This amount represents 0.027% of the 
GNP and 2.2% of the government's total health expenditure. 


The main findings of the report include: 


a. Research funding received by medical colleges and university 
departments is very low, and research is seen as an ivory-tower 
activity with no immediate practical appplication. 


b. The budget allocation for application-oriented research is a 
mere 20% on the background of the fact that technologies for 
solving most of our major health problems are available and the 


bottlenecks are in operationalization and implementation. 


c. Involvement of private sector in both conducting and funding 
research is negligible. 


Cc. Health Research Priorities 


1. There has been no clear-cut documentation or articulation of 
the health research priorities of the country. The salenepey ees 
research priorities in health are said to be consistent wi ca 
national health priorities. It has been stated that megeng PEE 
earlier five-year plan periods, the aim was to create a en e 
system and infrastructure for carrying out biomedical erp me 
the country. When the seventh plan was launched, the were S 
good infrastructure in several disciplines of health Eeeeion 
especially communicable diseases, family planning, nu , 
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were 
i ational health, etc. Programmes 
Sui tennant Ay ae tica toe the seventh plan with greater emphasis 
See eK ee Lth care delivery system and relevant research. 
as for research during the seventh plan (1985- 


e 
99) Shae baer ene and heavily biased towards laboratory-based 


research: 
a. enlarging the scientific basis of preventive medicine and 
health promotion; 


b. development of immuno-diagnostic tests to facilitate the 
epidemiological study of common diseases and their control; 


c. development of linkages between biomedical research systems 
and the health care system, with special attention to promotion 
of research in immunology, molecular biology, genetics and 


genetic engineering. 


3. The National Health Policy (1983) accords high priority to 
"applied, operational research, including action research for 
continuously improving the cost-effective delivery of health 
care," with a major emphasis on communicable diseases responsible 
for a substantial proportion of morbidity and a third of 
mortality in India. The research efforts of ICMR in communicable 
diseases cover a wide range of activities, including: 


a. evolving and evaluating newer therapeutic regimens and 
innovative disease control strategies; 


b. operationalization of proven therapeutic regimens; 
c. exploring potentially useful immuno-prophylactic agents; 


d. operations research for effective delivery of existing 
vaccines; 


e. basic research aimed at development of simple, sensitive and 


specific tests for the diagnosis of common infections, and tools 
for research in immunopathology of infections; 


f. epidemiological studies to monit 
Dic or changing trends in 
morbidity and impact of intervention programmes; 


g- Operational research i : : 
health care. for improvement of delivery of primary 


4. While some change appears to be occurrin 
ney g with greater 
Seta site importance of health services Kesearele 
np dopa aie a ca research have always been favored over 
ICMR rane g F and field-based operations research. As a senior 
archer put it, the first to suffer in the event of 
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reduced allocation of funds are studi ini 

basic biomedical research. For ete tpn te Rate big neste ~ 
period, some of the major studies that were dropped ee Pets 
district-level operational projects in Primary Health et ‘ 
delivery, and mortality and morbidity studies in women a 
reproductive age group. One of the major concerns expressed is 
that good field-based research proposals for grant-in-aid are few 
and far between. The paucity of health services research projects 
in comparison with other areas of research is seen in rt diag 
Many health research institutions have neither the expertise 
capacity, nor inclination to carry out research relevant to the 
problems in the field. 


a 


5. Murthy and Deodhar, in their study for the Commission, 
compiled information from 298 institutions engaged in health 

: research. A broad division of these institutions showed that 

j 67.5% (201) of these institutions are engaged in clinical and 
biomedical research, with the rest conducting some kind of action 
or. policy research. This is despite the fact that our failure in 
improving the health status of the people is primarily a result 
of inefficient application of the available knowledge and 
technology. 


6. Tuberculosis presents a classic example of the priorities 
accorded to the type of research conducted at various levels. 


The facts about the disease are well known, and the gaps in our 
knowledge are recognized. With the decade-old knowledge and 
technology available to us it is possible to suspect, diagnose, 
treat and cure a majority of tuberculosis cases at the village 
level through a paramedical worker, with a doctor playing only a 
supervisory role. The main obstacles include long duration of 
treatment, non-availability of a truly effective vaccine, and 
absence of reliable serological and immunological tests to 
screen for early diagnosis, and to monitor treatment and cure. 


] How effectively has available knowledge and technology been 
applied to tackle the problem of tuberculosis? The only attempt 
to assess the magnitude of the problem of tuberculosis in the 
country was made by ICMR in 1955-58 when a National Sample Survey 
was carried out. It showed that the prevalence rate is about Ag 
per thousand population and is same in urban and rural areas. e 
National Tuberculosis Programme has been in operation all be oP 

4 the country for over 25 years. Highly effective drugs ai Ss oh ba 

course chemotherapy have been available for about a meat e. 
present estimates are that there are 10 million aerate = 

pulmonary tuberculosis, and that 400,000 people a pee fi 

year. In spite of all the efforts, which appear fau ee 
paper, today's tuberculosis morbidity and mortality anote 

identical to those recorded in the 1955-58 National Su y: 


“ig AC | 0 
ons NAO 
2 620 
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oblems in tuberculosis control include: 


major pr : 9S 1 ne: 
2 past ie case-finding efficiency of 307; 


‘ ; 4 nc of 35%; 
Beeecenee hotcand or hoy id pea eaee who take regular treatment 


c. chemotherapy efficacy 1 


s a result 
d ote see natiente in the community are successfully treated 


er the National Tuberculosis Programme; . 
e a much is known about the large number of patients who seek 


treatment at private clinics which do not notify central 


authorities; 
f. high costs of short-course chemotherapy. 


The highlights of ICMR research in tuberculosis are as under: 


a. Clinical trials on chemotherapy: The major focus of research 
in tuberculosis has been on clinical trials with various 
combinations of drugs. About 7 standard regimens are already 
known. More research continues to try out more drug combinations. 


b. Biotechnology: Research activity in biotechnology aims at 
evolving simple and rapid diagnostic procedures in tuberculosis. 
It is proposed to establish a molecular biology unit for 
application of genetic engineering techniques to develop immuno- 
diagnostic and immuno-prophylactic agents. 


c. Immunological studies: These include studies on cell-mediated 
immunity in various stages of pulmonary tuberculosis. The aim is 
to advance basic knowledge about the host response to 
tuberculosis. 


d. Clinical epidemiology: The ICMR has established an Advanced 
Centre of Clinical Epidemiology Research and Training in Madras. 
This unit trains undergraduate and postgraduate students and 
carries out epidemiological research on various diseases 
including tuberculosis. 


The following are some of the major research and information 
aspects of tuberculosis that have received scant attention: 


a. Information on extent of the problem: The magnitude of the 

real problem of tuberculosis is not known. Estimates are based on 

eee of patients who are diagnosed and treated by Public Health 

ai ey ee aha only. Information from private clinics is 

hep a? able, although 70% of doctors are in private practice 
people first seek advice from a private doctor. 


ee hate research: The impact of the control measures 
ascertained without follow-up epidemiological studies. 


S Uy ; 
oEe Sasaa are lacking. The magnitude of drug resistance 
p atence in tuberculosis is unknown. 


Cc. Oper ; Ff | 
perations research: The social and operational constraints 
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responsible for low efficiency levels of case-fingi 
holding activities have not been studied in MS and case- 


d. Developmental research: Few studies have 

new strategies for control with optimal use ae ead cae 
Experimental projects like active versus passive case findin 7 
vertical versus horizontal programme management, control Ae 
activities through networks of private practitioners, etc could 
help in reviewing the present strategies or developing newer and 
more effective strategies of control. 


e. Economic research: Research on various aspects of costs of 
tuberculosis control are few and far between. Cost-benefit and 
cost-effectiveness analyses of tuberculosis control measures have 
not been attempted. 


f. Behavioral research: Research required includes more 

studies to determine patients' help-seeking behavior, KAP studies 
on use of private and public health services for 

tuberculosis, studies on defaulters to known causes and on 
interventions for non-compliance, etc. 


The end result of even the most relevant and applicable piece of 
research is little beyond a publication, mostly in an 
international journal. Research in tuberculosis, as in most other 
areas of health in India, is dominated by clinicians who, by 
virtue of their training, care most for the patient, less for his 
family, and least for the community he lives in. The outcome is 
concentration of research mainly in the areas relevant to the 
day-to-day care of patients. 


EPILOGUE 


1. Research is an essential tool for development. No attempts 
have been made so far to define the kind of research that 
deserves priority. The concept of essential national health 
information and research focuses upon the type of health research 
that is essential for development. It stresses the need for 
identifying priority health research areas in specific locations. 
It broadens the scope of conventional health research by 
incorporating essential health information. The point is that the 
less affluent countries can least afford to plan and operate 
health services in the absence of a certain level of indigenous 
capacity for generating ,reliable baseline information and 
conducting research. In locations where research does occupy a 
prominent place, its emphasis must SAiLit. 


2. The Indian health scene lends itself to the concept of is ae 
essential national health information and research. One deni fe 
the health sector in India is its weak information ee Hea 
and family welfare policy formulation are handicapped by 
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i ion, mortality and morbidity data, poor 
inadequate vital regi Tt ted avatilabat ary of KAP survey findings 
Se anar mme cost and budgetary information. The need therefore 
ay eid up a reliable health information base of a dependable 
seolity through a network of epidemiological and economic 


services. 


t of dispersed data on various diseases and 
a shoe eee et. Generation of information takes place 
solely for onward transmission and ends up in an ocean of 
information of poor quality, questionable reliability and modest 
utility for policy formulation, planning or implementation. Few 
institutional mechanisms exist to turn research into information 
and feed it into the planning apparatus on a continuous basis. 
Such mechanisms need to be set up, activated and enhanced at 
district, state and national levels. 


4. Health research in India has a very long history. 

Considerable research activity has been taking place, albeit 
confined chiefly to the Indian Council of Medical Research and 
its affiliated institutions. However, research has focused on the 
medical aspects of health, notwithstanding the fact that it has 
been attention to non-medical dimensions that has helped to 
improve health in most affluent and a few less affluent parts of 
the world. In the medically-dominated research scenario, many a 
health research finding, highly relevant to practical problems in 
the field, go unutilized due chiefly to poor communication, 
inadequate dissemination and a strong bias of decision-makers 
towards medical interventions rather than non-medical 

ones that strongly influence their day-to-day lives. Efforts to 
study the research conducted so far and its impact on planning 
and implementation could be rewarding in highlighting the 
shortcomings, guiding selection of priority areas for future 
research, improving research quality and utilization, 
strengthening research capability, and promoting essential 
research in a focused manner. 


5. Practicing essential national research calls for a multi- 
nee and actions at various levels. The first and the 
: most 1S appropriate indigenization of the concept so that it 
ph rte and opposed as an ad hoc adoption of a borrowed, 
aiien idea. Mobilization of the local, state, national and 
international resources could be the next major step. A 
4 es a for this would be managing a perceptible shift in 
to Welacnee Fits laboratory-based biomedical and basic research 
priority weak ee and Operations research. Identification of 
Maids. where . of and capabilities for research, including those 
ahdertaken « asic frontier research needs promotion, could be 
infrastructur a priority task. The gaps in the present 
the fore Boke” Sel a and training needs would then come to 
Nave a tthe . of the essential areas in health research that 

g been neglected, such as epidemiology, biostatistics, 
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health economics, health management, social 

aspects of health, etc., are well jchnoc haan aes that 
need immediate promotion. Concerted efforts to focus the a 
decision-makers' attention on priority health research could in 
itself be a modest but good beginning. Essential national health 
research's long-term success would depend on the commitment of 
its promoters, a healthy and durable coordination and 
collaboration within and among the government, voluntary and 
private research agencies, and an informed participation of 
bureaucrats and politicians. 
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